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ABSTRACT: From the time of colonial rule in India and the beginnings of Westernization and 
modernization processes, other-than-modern medical practices have been forced into retreat.  
The new, internationally professed aspiration of comprehensive health care (PHC) under the 
global target of “Health for all by 2000 A.D.” has revived interest also in the traditional medical 
practices, which is a confession of the failure of the modern model of health care in 3
rd world 
contexts. 
 
The new role assigned to traditional medicine is questionable in view of unchanged development 
patterns.  The need is for a new type of health care research, in which people themselves 
participate in and direct research, planning and action towards an improvement of their living 
and health care conditions. 
 
Marginalization of Traditional Medicine 
 
The conceptualization of a “traditional 
medicine” implies that there is also a 
concept of “modern medicine”.  Modern 
Medicine means western or allopathic or 
cosmopolitan medicine. 
 
In India Western medicine –  with its 
connotation of modern and allopathic –  is 
there, from the time of the first consolidated 
European settlements.  This begins with the 
Portuguese, has a high water mark during 
British colonial rule, and has an every 
growing impact since India gained 
independence.  Yet, it is an acknowledged 
fact that from the first contacts up in to the 
19
th  century, Western medicine was 
anything but modern or very far developed 
compared to the body of knowledge and 
experience of some of the indigenous 
medical systems of India at that time. 
 
During all this time of Western penetration, 
a wide range of historically evolved medical 
systems flourished in India which down to 
this day are conveniently summarized as 
“traditional”.  They comprise Ayurveda, 
Unani, Siddha, Tibetan, etc., to name those 
first which have developed a more 
systematic outlook.  Apart from these, they 
were and are innumerable folk medical 
traditions; still widely undocumented  and 
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traditions of Ayurveda etc.  In this way, 
medical pluralism (cf. Lesile 1976), in the 
meaning coexistence of various systems and 
in different degrees of their perfection, was 
an established feature in India already before 
and beyond our present day conceptual 
dichotomy of “traditional” and “modern” 
medicines. 
 
The fact, however, is that from the time of 
British imperial rule traditional medicine in 
India is on retreat.  There are many reasons 
for this.  One is certainly the sudden 
progress of Western medicine in terms of 
scientific discoveries made during this era, 
together with practical achievements which 
were made possible on the basis, and an 
overall process of industrialization and 
modernization, and an attitude that man 
could finally master his environment.   
During this time Western medicine advances 
to “modern” medicine and further, in the 
20
th  century, to an even “cosmopolitan” 
claim.  The new scientific understanding of 
the world at the base of all this, and even 
more the social and political processes 
building on this scientific a understanding, 
seem to be of greatest impact in the context 
of colonial and post-colonial rule in India: 
after Macauley had started to only 
“anglizise” the Indians, it was Nehru  who 
wanted to industrialize the country, and 
Nehru’s grandson now starts computerizing 
India – to be on par with the rich western 
economics by the 21
st century. 
 
Another reason for the decline of traditional 
medicine in India may be that by the time of 
its confrontation with Western medicine, the 
indigenous medical systems, especially 
Ayurveda, were in a comparatively destitute 
condition (cf. wise 1845: Introduction).  One 
can easily imagine how already these two 
facts alone work together and result in a 
further marginalization of the traditional 
systems. 
 
The revived interest in traditional medicine 
in the wake of India’s struggle for 
independence does hardly make a change in 
this over all process of marginalization.  The 
revitalization move was concerned primarly 
with the elaborate, systematic expressions of 
traditional medicine.  Ayurveda gained the 
greatest attention during this phase.  Only in 
recent years, a similar interest was 
awakened into the other systems like Unani, 
Tibetan and Siddha.  Folk medical traditions 
were neglected. 
 
In the case of Ayurveda, which is in part an 
epistemological tradition, and in part just 
because  it is such a tradition, the 
confrontation with Western medicine turned 
out to be of a peculiar type.  The initial 
pattern of peaceful coexistence and 
exchange    between representatives of the 
two systems was superimposed by a pattern 
of conflict after the Western system 
advanced in to modern medicine and began 
to claim superiority.  A conceptual 
dichotomy of “traditional” and “modern” 
started from then on, and has led to further 
conceptualizations like “medical pluralism” 
(cf. Leslie 1976) and “integration”. 
 
“Integration between traditional and modern 
systems of medicine” has been a topic for 
debate and discussions ever since.  Indian 
and international expert committees have 
been formed to discuss this; but it was never 
really made clear what integration would 
mean. 
 
In fact, it meant the acknowledgement of the 
superiority of modern science and its 
adoption by the practitioners of Ayurveda, 
which in turn provoked resistence on the 
part of the protagonists of Ayurveda against 
such kind of integration.  The results of such 
discussions, were less or more positive at 
different times, but in practice, the result Pages 6 – 11 
 
today largely is  an integrated medical 
practice  –  in the meaning of a random 
mixture, as well as in part an integrated 
concept.  Still, much of Ayurvedic practice 
(and even concepts) continues to be named 
as “Shuddha Ayurveda”.  The famous 
Gujarat Ayurved University at Jamnagar is a 
striking example of this. 
 
Conceptually, the result of such kind of 
integration was that a modernization of 
traditional medicine in India (Ayurveda) has 
taken place with quite similar results as in 
the case of modernized modern medicine, 
i.e.: 
 
-  concentration of medical facilities in 
(big) cities, whereas the rural areas 
where the majority of India’s population 
lives remain un -  / underserved 
comparatively; 
 
-  medical training is oriented towards 
modern diagnostic and therapeutic 
techniques, and the products  of such 
training are oriented towards an urban 
modernizing client; 
 
-  therapies are more and more shaped on 
the drugs which hare industrially 
manufactured, and on their marketing 
strategies. 
 
These processes continue. 
 
In short, under such conditions the 
conceptual dichotomy of traditional and 
modern medicine is no longer only 
conceptual, but takes the character of 
conflict and competition.  Ideas of 
integration between traditional and modern 
medicine and of medical pluralism then 
come out as euphemisms, because they blind 
us with the promise of a harmonious 
coexistence of both or all the systems.  But 
where superiority is claimed, competition 
and profit making is the underlying idea.   
And this is the game the “modern” 
industrialized cultures have started playing 
with the rest of the world, which may 
survive in the margin.  In the end, traditional 
medicine or Ayurveda for that matter may 
survive only in an “integrated” form and 
ultimately as a trade name of a few drug 
items! And even this “plurality” will shrink 
in the further process. 
 
The development is nearing its climax in the 
case of Ayurveda, after Ayurveda has been 
discovered as the national heritage, after 
years of finally successful struggle for 
official recognition and sponsoring.  From 
among the group of indigenous medical 
systems of India, Ayurveda has the biggest 
lobby and the most vocal protagonists and 
advocates.  Others shall be following in the 
footsteps of Ayurveda.  The unani system is 
gradually receiving some attention and 
recognition.  The Siddha system of South 
India is only beginning now.  It may be too 
early to talk about “integration” of these 
systems with modern medicine.  But large 
scale production of their respective drugs is 
already on (Hamdard, IMCOPS).  And 
merely sticking to the “traditional” formulas 
makes no difference. 
 
Folk medical traditions have had no lobby 
and no chance in this game so far.  In their 
case, different kinds of “integration” are 
attempted, and the results of that again will 
be marginalization of these traditions, e.g., 
by way of exploring and exploiting the 
traditional pharmacopeias through market 
oriented interests.  The same thing happens 
to the Ayurvedic, Siddha etc. 
pharmacopeias.  Even when such   
programmes are made acceptable to the 
people under the perspective of providing 
and securing them income and the means for 
better livelihood, they do nothing, in 
general, towards the continuity of such Pages 6 – 11 
 
traditions in which people live except to 
exploit them for their own outside benefits. 
 
II.  RENEWED INTEREST IN 
TRADITIONAL MEDICINE  
 
New winds started blowing and gave hope 
for a better type of integration when WHO 
launched its campaign “Health for all by 
2000 A.D.” along with the strategy of 
Primary Health Care (PHC), considered as 
an appropriate instrument towards the 
attainment of that goal (cf. WHO 1978).  In 
connection with this, there was also a new, 
internationally propagated, interest into 
traditional medical systems (cf. WHO – 
SEA 1982).  This very fact invites for a few 
comments. 
 
First, the renewed interest  in traditional 
medicine in connection with the campaign 
“Health for all by 2000 A.D.” can be 
validated as a confession of failure of the 
Western, modern model of medicine and 
health care in the face of the health care 
problems of the non-industrialized/non-
modernized countries of the world.  Second, 
as the two worlds continue to exist, it can be 
asked what role would be assigned by the 
planners to the traditional medicines.  Third, 
it needs to be assessed what role possibly the 
traditional medicines could play, in which 
shape, and how they could be activated 
towards this task. 
 
There is no doubt about the achievements of 
“modern” medicine during the last 100 or so 
years.  There is also no doubt that a great 
number of medical problems especially in 
3
rd world countries remain to be solved, and 
that many of these problems require a 
systematic and scientific approach, and that 
modern medicine is valid in many such 
cases.  It must be acknowledged that the 
concept of community based health care 
(PHC) is the brain child of modern medicine 
and health care planning.  (In India a 
comparable program of “Primary Health 
Centers” has been advised already in 1946 
by the famous Bhore Committee and put on 
the way in independent India (cf. Banarji 
1985: 18ff).  This was similarly a committee 
of modern experts). 
 
The new interest in traditional medicine in 
the late 70s, however, reveals that in spite of 
all planning, implementation and evaluation 
and producing black figures on white paper, 
the health condition of the people were not 
substantially improved because of structural 
problems of the modern health care setting 
and because of unsolved socio-economic 
and socio-political problems of the people 
concerned. Here, the PHC-strategy in 
combination with the revival of traditional 
medicines appears as a step in the right 
direction to tackle these problems.  Ideally, 
the structural problems with modern 
medicine in rural settings, such as distance, 
expenditures, time consummation, 
communication, etc. (cf. Zurbrigg 1984), 
appear as structural advantages of traditional 
medicine over modern medicine in the 
health care delivery system.  The cultural 
acceptance of modern medicine as such has 
probably become less a problem, as 
nowadays even traditional people tend to opt 
for modern medicine (cf. Banerji 1982). 
 
But to solve the above problems and to 
make the health care delivery system meet 
with the needs of the people, not more 
medicine is necessary, but a still better 
outreach of the system – together with what 
may be called an ‘holistic’ approach that 
does not consider medical problems and 
health care of the people in isolation.  This 
would have to comprise their economic 
status and living conditions in a 
participatory process, covering all matters 
that are of direct personal concern to the 
people.  Unless and until the issue is Pages 6 – 11 
 
considered in this totality of aspects, the 
promise of PHC will remain unfulfilled.   
And it will be a continuation of the pattern: 
bringing down first class medicine to people 
who otherwise are kept in second class or 
worse, and who just because of that cannot 
afford adequate help –  and are denied 
adequate health care as their fundamental 
right. 
 
What are planners expecting from traditional 
medicine under such conditions?  And what 
is meant by “traditional medicine” in the 
PHC context? 
 
Practitioners of traditional medicine in India 
have been recruited and trained as 
Community Health Workers and the like (cf. 
Jeffery 1982; Jobert 1985).  But there it 
became clear again that the interest in 
traditional medicine and any action towards 
this was dictated by the modern side.  This 
time it was not commercial interests, but the 
planning approach towards humanitarian 
goals.  In principle, such experiments can be 
considered as failed, because this has 
nothing to do with traditional medicine: the 
frame is modernistic.  In the above case, as 
many times before, people from the ranks of 
traditional medicine have been used in 
inferior positions for the spread of a mostly 
modern concept of medicine. 
 
What impression of traditional medicine 
such as procedure would probably create 
among local people, when the traditional 
drug items represented in their medical kits 
are only in a marginal way? And lo it is 
better not to speak of the self-respect of 
these health workers. 
 
Though the remnants of the private sector of 
folk practitioners, Ayurvedists,  etc are close 
to the people, no official is really interested 
in their performance and mode of practicing 
medicine.  Spectacular figures about them 
are being recorded in national statistics, 
indiscriminately, to prove the validity of the 
traditional systems in terms of outreach.  But 
nobody can ever work with these figures! 
 
Is this what is meant by the new role of 
traditional medicine in the context of PHC? 
And who could be the people that would 
utilize traditional medicine under such 
conditions  –  after decades of massive 
campaigning for modern medicine that has 
widely made it more desirable than 
traditional medicine, but more available or 
accessible (cf. Das 1986)? (The latest arrival 
in this line is called Horopathy, a “Tribal 
Indigenous Healing System”, propagated by 
one P. P. Hembrom in a conference on tribal 
health in Madras, 7 – 8 Feb., 1987. “Horo” 
is a Munda word meaning “Man”). 
 
The next question then is: which type of 
traditional medicine might be suited better to 
the task, and what its role could be.  As 
mentioned earlier, in the Indian context 
“traditional medicine” is a term used in a 
rather general way.  I will focus here on the 
Ayurvedic system and on fold medical 
practices. 
 
I have indicated above that the Ayurvedic 
tradition – willingly or not – has undergone 
a process of modernization.  But this did not 
disturb the supreme importance of modern 
medicine and the superiority of the modern 
model as a whole.  It leaves Ayurvedic 
medicine  in an inferior position.  Official 
(and many private) Ayurvedic institutions 
are shaped on the modern model, and the 
structural problems are above the same as 
with modern medicine. 
 
A different question is : what is the potential 
of Ayurveda as an endogenous system of 
health care?  However, this needs to be 
discussed in detail, critically in the context 
of the Ayurvedic system itself and its Pages 6 – 11 
 
historical development until today, and in 
the context of the fundamental problems of 
comprehensive health care today (cf. Laping 
1985).  And a research and action plan has 
to be charted out that would incorporate all 
this.  The frame of such analysis would have 
to be of an entirely different types as it has 
been so far: critical, yet sympathetic towards 
the traditional  systems of medicine, not 
preoccupied with the modern model, and 
action oriented. 
 
The same applies to other medical and 
health care traditions, most of which are still 
undocumented.  Apart from the above 
mentioned recruitment of Community 
Health Workers from among traditional 
practitioners, which is bound to be failure, 
apart from the increasing exploitation of 
traditional pharmacopoeas; and yet apart 
from the anthropological studies of patient-
healer interactions etc.  Which in turn would 
lead back to the  other two patterns, not 
much has happened so far to give equal 
weight and consideration to the other –than 
– modern health care traditions.  Of course, 
not in a pragmatic, isolationist way, but less 
even with regard to the comprehensive 
world view which is an essential feature of 
traditional life styles. 
 
It could not be so, as long as the interior 
frame of research, planning and action are 
set for the modernization process and even 
then, out of necessity, the process has to be 
bureaucratic, centralistic and ignorant of the 
things which do not fit into this frame.  This 
is the so called established progressives top-
to-bottom planning approach.  Participation 
of the people in this process has not been 
more than a catch word.  But whatever 
results this approach has yielded, they must 
be validated not only in terms of fulfillment 
of plant targets, but also in the context of the 
living conditions of the people for whom 
this progress is said to be intended. 
III. NEW SCOPE OF RESEARCH IN 
TRADITIONAL MEDICINE 
 
It appears to me that unless the people 
themselves take a decisive role in the 
process of development, any further 
development  –  inspite of all rhetoric –  is 
likely to be uneven, as it has always been.  
In a comprehensive development process, 
health and health care delivery are certainly 
only one entry point among many others of 
equal importance and possibly even higher 
priority.  But be that so! Let us start from 
this angle: 
 
The fact is that traditional medicine and 
health care practices have survived in the 
shade of modern services and facilities.   
They are rooted in the culture of the people 
and are still widely accepted and availed of 
(for lack of alternatives?), even though their 
quality may be dubitable from a modern 
scientific point of view.  For a better future 
in general, built on locally available 
resources and with locally available know-
how: for whom should it be to decide on the 
future of health care at the local level? And 
what kind of research, planning and action 
would be required towards this end? 
 
The researcher will have to skip most of his 
/ her personal research interests and more or 
less to take the side of the people.  (The 
emic / etic dichotomy is yet another 
conceptualization that has been instrumental 
in the known results of the “developmental” 
process).  The researcher’s task and role will 
have to be defined through dialogue with the 
people concerned who cease then to be the 
objects of study or the target group, but are 
researchers and actors themselves.  The 
researcher will share his/her knowledge and 
experience, may give his/her judgment or 
criticism, and on request play his/her outside 
connections.  The researcher will be mainly 
a facilitator and catalyst of peoples growing Pages 6 – 11 
 
awareness of their needs, resources and 
action necessary towards meeting these 
needs (cf. Tan 1985; Hall et al. 1982).  But it 
will be for the people to decide: to abandon, 
maintain or further activate certain 
traditions, or to adopt new things where the 
alternative is valid (modern medicine for 
that matter). 
This is not to boost traditional medicine, or 
to ignore the achievements of modern 
medicine and modern science.  It is to 
reinstitute medical pluralism in a way that 
each system may contribute according to its 
proven capacities, proven in the contexts in 
which people live – and like to live! 
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